Section. That a sound nasal hygiene is desirable and that benefits follow nasal douching cannot be gainsaid. Just as the mouth and teeth prepare the entrants to the stomach, in like manner do the nose and nasopharynx function for the lungs; yet in the ordinary daily toilet the nose is left to itself, while the mouth and teeth are specially cared for.
Mr. TILLEY: I agree entirely with those who take the standpoint that once adenoids are well-developed and are causing definite symptoms which are becoming chronic, there is nothing for it but surgical removal. But in the class of case under discussion, in which one is doubtful as to whether operation is necessary or not, that is, where the symptoms are sometimes latent, and at other times exaggerated, operation might be saved in many instances if care were paid to the teeth. Four or five years ago, Mr. Layton emphasized this same point and I agreed with his contention. Probably in most of these cases of mild lymphoid enlargement, the true cause of the trouble is a mild form of infection from the surrounding regions. Dental sepsis, even in milk teeth, is often overlooked.
The PRESIDENT (Dr. DONELAN) (in reply): I am sure we are agreed that the lymphoid enlargement may be variable and often temporary whereas what chiefly calls for operation is the increase of connective tissue. Sir William Milligan has rightly called attention to the advantages of alkaline detergents for removing the thick germ-laden secretion. Many years ago Morell Mackenzie substituted sulphate of sodium for sodium chloride in his well-known three alkali formula, as the chloride was found to dissolve the cement between the epithelial cells of the normal nasal passages. Colonel Sharp also referred to the desirability of some regular system of nasal toilette. As I said in my paper, the nasal mucus is the natural detergent and blowing the nose without a handkerchief the best way of getting rid of secretion that has fulfilled its office. I am glad that so strong an opinion has been expressed on the suggested snuff treatment. It is satisfactory too to have one's experience of the limited influence of thyroid extract confirmed by that of Sir William Milligan and that it is only in cases where the obstruction is chiefly the result of functional engorgement or where there is little or no fibrosis that any lessening of it may be looked for. W. B., MALE, aged 54, referred to me by Captain Duckett, R.A.M.C., at Bath, on account of deafness. The deafness was due to chronic adhesive otitis, both tympanic drums were retracted, and the malleus in both ears almost fixed; Eustachian tubes patent, catheterization improved the hearing. Nothing abnormal was observed by anterior rhinoscopy, and by endo-rhinoscopy only a few strings of sticky secretion from the posterior ends of the inferior turbinals. But I was struck with his depressed condition and inability to concentrate his mind, which he attributed to his deafness. Further, I found he had a typical well marked rheumatoid swelling of the left wrist and finger joints, and the same in less degree was true of the right wrist and hand, the skin giving* the soft silky sensation that I think is not unusual in rheumatoid arthritis. He had first noticed that the left wrist was becoming stiff and swollen three years previously, and later the right wrist, right ankle, and both knee-joints were involved. Two years ago he had been to Buxton for a course of treatment, and one year later had a course of baths and massage at Bath with benefit. January 15, 1919: Exploration of the sinuses, and injection of collosol argentum into each. Maxillary antra: Right-yielded a little turbid secretion. Left-copious thick purulent discharge, apparently almnost pure pus. Sphenoidal sinuses: Right-some opalescent mucopurulent turbidity. Left-clear. Report of cultures, &c., by Professor Walker Hall, from the sinus fluids. Maxillary antra: Right-film: small amount of mucus, occasional polynuclear cell, no cocci; culture sterile. Left (the copious thick pus)-film: heavy deposit of degenerated pus; no mucus, no organisms; culture, no growth. Sphenoidal sinuses: Right-film: considerable amount of mucus, a few polynuclears, no cocci; culture, heavy growth of StapIhylococcus albus. Left-film: few flat cells; no polynuclears, no cocci; culture, sterile. I would invite particular attention to the fact (1) that the left antral discharge of apparently almost pure pus was sterile to culture, and that the discharge was essentially degenerated pus; (2) that notwithstanding the seemingly innocent turbidity of the right sphenoidal sinus washing, with only a few polynuclears, the culture yielded a heavy growth of Staphylococcus albus. Undoubtedly those who take pus as the criterion of infection would have opiened dnd drained the left antrum while leaving the right sphenoidal sinus untouched. This case shows the value of cultures being made when there is little pus to be obtained from 'a suspected sinus.
A fortnight later he returned for Eustachian catheterization, but was pleased to find that all his joints were better and the left wrist obviously less swollen and less stiff.
In this case the left antrum, the left frontal sinust and both sphenoidal sinuses were subsequently freely opened and drained. He improved in general health and lost his depression, while his power of concentration had greatly improved. But the joint swellings and stiffness had much abated, and within a month all the old pains had gone. He found he could carry weights in his hand, that for many months would have caused too much pain.
CASE II.-RH1UMATOID ,ARTHRITIS WITH APPENDICITIS, &C.
Miss B. D., aged 46. Case of rheumatoid arthritis, referred to me by Dr. Lemarchand, of Barnstaple, for post-nasal catarrh with clear or slightly muco-purulent discharge. Nasal history: Between 1884 and 1886 she was under Dr. Woakes, and she says he cauterized the nasal mucosa with some " caustic," as it was said to be velvety. Subsequently she consulted three very distinguished rhinologists still with us, and there was apparently little evidence of sinusitis then, since no operation was advised beyond the removal of tonsils.
Rheumatic history: About the age of 14 she began to suffer from rheumatism in her left knee, and about a year later the right knee was involved as well as the left. Since then she has always been more or less stiff and rheuhmatic. About the age of 31 the left wrist and fingerjoints became swollen and rheumatic, and have never recovered. Shortly afterwards she had neuritis in the region of the left shoulder. During the ten years previous to my seeing her she, had also developed rheumatic pains and stiffness in both ankles and wrists, and she had undergone five courses of baths at Bath in different years, and for three years had courses of baths at Vittel. In 1911 she saw the late Dr. Lewis Jones for her sciatica, &c., and he suggested there must be some source of poisoning causing the rheumatism.
Appendicitis: In 1906 she underwent operation of appendectomy, which was performed by the late Mr. Lockwood. She was making excellent recovery till, on the nipth day, she developed pleurisy followed by pneumonia. Nasal examination: Anterior rhinoscopy revealed nothing of importance beyond slight diffuse turgescence of the mucosa; no discharge seen. Endo-rhinoscopy showed a few strings of clear discharge and streaks of muco-pus in the right and left olfactory fissures. A good deal of tenacious opalescent mucous discharge was discharged postnasally, and formed a film on the granular posterior pharyngeal wall. a222 at SAGE Publications on June 21, 2016 jrs.sagepub.com Downloaded from Section of Laryngology Exploration of sinuses: The absence of any definitely purulent discharge led me to withhold a diagnosis of any sinus infection until the maxillary antra and sphenoidal sinuses had been explored under cocaine ansesthesia. With my suction syringes, throwing in distilled water and sucking back the contents of the sinuses, I obtained clear returns from the right and left antrum and apparently almost clear returns from the right and left sphenoidal sinus. A sterile swab was also taken from the nasopharynx. Some collosol argentum was finally thrown into each of the sinuses. Culture and film preparations from the washings made by Professor Walker Hall.
From the MAXILLARY ANTRA. Film showed no cells, no cocci, and on culture both were sterile. She felt better the next day or two, and thitteen days lateron October 24, 1916-declared she felt quite well and that her joints were certainly less stiff and that she had lost her eye headaches. For the next day or two the sphenoidal sinuses were mopped with disinfectant. She continued to feel so very well that she refused to have any further or more radical treatment, though I feared the symptoms would return after a month or two. January, 1917: The pains and stiffness at the back of the neck, in the knees and left shoulder, had returned. Endoscopy showed a distinct streak of muco-pus coming from the left sphenoidal sinus. January 19, 1917: Operation; both sphenoidal sinuses freely opened under general ancesthesia.
February 7 : After daily lavage of the sphenoidal sinuses, all rheumatic pains gone, but the most striking objective feature was the marked diminution of the chronic rheumatoid arthritic swelling of the left wrist and the absence of pain.
Interpretation of history: In early childhood she probably developed a mild nasal sinus infection which remained " latent " and non-purulent. From systemic infection she began to develop "rheumatism," and later developed chronic rheumatoid arthritis. The nasal mucosa became thickened and velvety from the sinus infection in 1884, when she was aged 14. Later the tonsils hypertrophied in response to the infection,
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at SAGE Publications on June 21, 2016 jrs.sagepub.com Downloaded from became septic, and called for removal. After repeated attacks of gastric catarrh from swallowing the organisms, the deficiency in hydrochloric acid allowed constant intestinal infection, till the appendix became infected. At the age of 36 the appendix was removed, and all went well till a bronchial infection caused a septic pneumonia, nine days after the operation. Subsequently the removal of a definite and proved sphenoidal sinus infection was followed by marked improvement in general health, and by a remarkable improvement in the rheumatoid arthritis.
GENERAL REMARKS.
Two cases prove nothing, but afford examples which, taken in. conjunction with others, have led me to the following conclusions:-
(1) That a latent sinus infection may persist for a great many years. When one remembers that an infected sinus is an ideal physiological culture tube, provided polynuclears are inactive, the varying virulence of the infecting organisms correspond with the variations in the symptoms due -to systemic infection.
(2) That chronic rheumatoid arthritis and other infective rheumatic symptoms may be due to a sinus infection.
(3) That appendicitis may be due to infection through the gastrointestinal tract from a nasal sinusitis. A large percentage of chronic sinus cases have suffered from appendicitis, but though I believe a nasal sinusitis is not rarely the source of the appendicular infection I do not suggest that this is the usual source.
(4) That a very copious or thick purulent discharge may be sterile, whereas a thin, opalescent or almost colourless discharge may yield a free growth of pyogenic organisms on culture.
(5) The previous history of nasal sinusitis cases is worthy of careful notes.
I suggest that some cases of systemic septic infection attributed to tonsillar infection may be due to a nasal sinusitis, which has caused the tonsillar infection, with hypertrophy of the tonsillar lymph tissue structures.
DISCUSSION. Mr. LAYTON: This is a very important paper, because, if the two cases narrated by the author prove to be common, we have in them an explanation of much that has been puzzling us for some time. The paper confirms the feeling we had recently when discussing matters with the Section of Ophthalmology that we do not quite know where we are treading in relation to these sinus infections. Without commenting on Dr. Watson-Williams' rhinological technique, I would raise one or two points seriously with regard to bacteriological technique. In both these cases it was the sphenoidal sinus in which the organism was found: the maxillary sinus contained no organism. To draw fluid out of the sphenoidal sinus without infecting the cannula must be more difficult than it is in the case of the maxillary sinus. Another point is, that in four out of the five findings the organism was the Staphylococcus aureus, and in one only it was streptococcus. When we extract blood from a vein for cultural purposes, how often does the bacteriologist say there is only Staphylococcceus aureus, and that that is probably a skin infection! that is frequently his statement even when he himself takes the blood. Will Dr. Watson-Williams tell us exactly what his bacteriological technique is, in order to ensure that in these sinus cases there has not been bacterial contamination from the skin or nasal mucous membrane ?
Dr. WILLIAM HILL; In reference to Mr. Layton's remarks, if Dr. Watson-Williams is correct-and I am not sure that he is-does it matter wheth'er the infection is in the sphenoidal sinuses or in the nasal cavities proE?er so far as his main thesis is concerned-viz., the far-reaching effects of latent infective processes in the nose ?
Dr. DAN MCKENZIE: There is one point on which, probably, the whole discussion depends. It is no doubt within your recollection that Sir StClair Thomson and Dr. Hewlett stated, as the result of investigations undertaken by them, that the normal nasal cavity is sterile. But recently there has appeared, from the pen of an author whose name I have forgotten, the account of a similar investigation conducted in America, and the nasal cavity was found by him to harbour micro-organisms which could be cultivated. Until this matter is cleared up it is impossible to estimate the value of the discovery of organisms in either the nasal cavity or the sinuses. The matter is therefore one which needs considerable investigation.
Mr. J. F. O'MALLEY: The association of sinus disease with rheumatoid arthritis, as brought out by Dr. Watson-Williams, is of special interest to me at the present moment, because eighteen months ago I had a case which typified the condition perfectly. The patient was a man, aged about 50,'and he came to see me on account of orbital cellulitis. He gave a history of very bad rheumatoid arthritis for twenty-five years. When dealing with the orbital cellulitis I opened the ethmoid region and evacuated a large amount of foulsmelling pus. I drained'it thoroughly and it healed well. He came to see me recently and said, ' The extraordinary thing is that I have no aches and pains in my joints now, whereas previously they had ached for years and years." I must have tapped the source of his infection.
Colonel SHARP: Some years ago I had a case which is worth relating in view of the present paper. The patient was a woman, aged 35, married, and had a child 18 months old. For twelve months she had suffered from fleeting rheumatic pains, and during the two or three months immediately preceding her admission to a nursing home had developed melancholia: she had ceased to take an interest in husband or home and neglected her child. She was under the care of a physician for two months; many forms of treatment were tried. In the end, I was asked to see her, to examine her tonsils, in the hope that something there might be found to account for the rheumatism. Nothing abnormal was found in the tonsils, and the nose was healthy. The left sphenoidal sinus was easily probed, was found to be large, and a tiny quantity of slightly milky fluid escaped. The sphenoidal sinus was freely opened, and with the happiest results. Within three days she asked for her child, and was restored to her usual cheerful disposition. In ten days she left the nursing home well, and quite free from her rheumatic pain. I have seen her husband two or three times, and he says she has remained well and been normal since the operation.
Dr. BATTY SHAW: As a general physician I have learned many lessons from specialists. I am convinced that arthritis-whether we call it rheumatoid arthritis or by any other name-is really an infection, and in such cases one hunts for every possible source of infection. Mr. Tilley has been busy lately in watching some of my cases for me to, ascertain whether there was any centre of infection in them: nor do I spare 'the dental department of my hospitals. And one keeps an eye on dysentery and colibacilluria: so that in attending this meeting I find myself in a congenial atmosphere. As a physician treating rheumatoid arthritis as part of his hospital work, I have had to learn this: that, over and over again, the 'source of the infection is hidden, and that even when we think we have found the point of entrance we cannot find the causa causans-it has entered the seat of infettion and has disappeared into the system.. It may be that some of us are able to harbour organisms without serious symptoms. It is my belief, and it is based on the teaching of the late Dr. Charlton Bastian, that when we are apparently healthy we are not necessarily free from bacterial infection of the blood stream-in other words, we may be quite healthy disease-carriers. The view, if necessary, that carriers are far more common in medicine than we think, needs enlarging. It is not only an affair of typhoid fever, -or other specific diseases; the carrier has a wider range. Therefore I am not surprised that Dr. Watson-Williams' ,cases showed comparatively harmless non-arthritic organisms such as the staphylococcus. I expect the causative organism or organisms have vanished locally, but entered into the system. We must invoke the principle of carriers in medicine, and this paper clearly shows a seat of-infection not likely to be detected by the general physician.
Dr. WATSON-WILLIAMS (in reply): Mr. Layton asked me to describe the technique of the bacteriological work. That is rather difficult to do in detail within the limits of a short reply. But I have published the technique in a paper published some years ago in connexion with meningococcal infections of the sphenoidal sinus.' As a general rule contamination does not take place in ' Note on the Technique of Sphenoidal Sinus Explorations for Meningopoccal and other Infections," Bristol Med.-Chir. Journ., 1916, xxxiv, pp. 21-39. at SAGE Publications on June 21, 2016 jrs.sagepub.com Downloaded from exploration. I go through the anterior wall, not through the ostium, therefore the cannula gets wiped in forcing its way through the anterior nasal wall.
Unless there was a real infection a culture would only give a poor bacterial result. The criticism does not bear on cases in which there is a well-marked growth, particularly when polynuclears are present: this phagocytosis is more an evidence of an inflammatory change with infection. The staphylococcus is not innocent: it is one of the worst enemies we have, it grinds slowly, but very surely, and it is more difficult to get rid of than is the streptococcus. The staphylococcus is more widespread as a cause of local infection than any other organism, though the results may be less persistent. I am not suggesting that the nose is the source of infection in all the cases of rheumatoid arthritis, but my cases seem to prove that it is sometimes a hidden causative agent. With regard to carriers, mentioned by Dr. Batty Shaw, one patient, aged 46, had had infection going on since the age of 14. Probably we are all carriers, more or less, the only difference is that in some there comes a time when the organisms carry us-they get the upper hand. It is true my paper is founded on only two cases, but I preferred that you should be presented with two fully described cases than with a wealth of varying material from many. As I am only a rhinologist, cases of rheumatoid arthritis do not come to me in the ordinary way. In doubtful cases it is useless to rely on inspection: bacteriological investigation must be carried out in detail. THE treatment, which consists in a copious application of glycerine, or glucose, or both together to the infected area of the nasal cavities, is directed primarily against the foetor of the disease. This foetor, it is assumed, is due to the destruction of protein bodies by bacterial tryptic ferments, resulting in the formation of various stinking end-products of protein digestion. This proteolytic action we attribute to the bacillus of Perez, which can be isolated.from most severe cases of ozmena, and which gives the characteristic foetor in its cultures.
In addition to the bacillus of Perez various other bacteria are to be
